This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms. Sir, Erector spinae plane (ESP) block is a myofascial plane block employed as a simple and safe alternative analgesic technique to provide sensory block at multi-dermatomal levels across the posterior, lateral, and anterior chest wall. It can be used for acute post-surgical, post-traumatic, and chronic neuropathic thoracic pain. The extent of analgesia provided by ESP block depends upon the volume of drug, site of injection, approach of block, and pattern of spread within the myofascial plane.
Forero et al. [1] injected 20 mL of 0.5% ropivacaine deep to erector spinae muscle and reported a sensory loss from T3 to T9 over the entire posterolateral aspect of the left hemithorax, extending anteriorly to the midclavicular line. There was no blockade of intercostobrachial nerve leading to the sparing of axilla. On injecting drug superficial to erector spinae muscles, the axilla and medial aspect of the upper arm were also anesthetized.
We in our patients have been injecting the local anesthetic both superficial and deep to the erector spinae muscles for modified radical mastectomy (MRM) as shown in Figure 1 . Written consent has been taken from patient. Structure identified during the ultrasound scan includes trapezius muscle, rhomboid major muscle, erector spinae muscle (ESM), and transverse process. A total volume of local anesthetic 40 ml 0.2% ropivacaine (20 ml superficial and 20 ml deep to erector spinae muscle) was used at the level of T5 transverse process. Thereafter, the sensory blockade has been adequate: T2-T8 (posteriorly) and upto the midclavicular line (anteriorly). The axilla has been blocked in these patients.
The proposed mechanism of ESP block as described by Forero et al. [1] was due to blockade of dorsal and ventral rami of the thoracic spinal nerves by local anesthetic. CT imaging further suggested the rami were involved at a proximal location close to the intervertebral foramina. This evidence was supported by the cadaveric data when the dye was injected deep to erector spinae muscle. However, when the dye was injected superficial to erector spinae in the cadavers, the ventral rami was spared.
According to Chin KJ, et al. [2] who achieved excellent analgesic effects in bariatric surgery, the effect was because of the diffusion of local anesthesia into the paravertebral space. The drug acted at both the dorsal and ventral rami of the thoracic spinal nerves. Ivanusic J, et al. [3] injected the dye mixture deep to erector spinae in cadavers. There was no spread to the paravertebral space, the proposed mechanism may be due to blockade of lateral cutaneous branches of the intercostals nerves near the angle of the ribs. Ivanusic J, et al. did not study injecting the dye superficial to erector spinae below the rhomboid major muscle.
To ensure adequate blockade of intercostobrachial nerve, we recommend local anesthetic injection both superficial 
